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Introduction
Endometriosis is a common disease, affecting about
5–20% of women of reproductive age. Endometrial
implants are observed most commonly on the ovaries,
and in the anterior and posterior cul-de-sacs, broad liga-
ments, and uterosacral ligaments [1,2]. Most patients
have pelvic pain. Urinary tract complications are uncom-
mon, occurring in approximately 1–2% of affected
patients [3]. Medical treatment of fibrotic tissue sec-
ondary to endometriosis is ineffective. Laparoscopy is
a reasonable choice for treatment of severe pelvic
endometriosis, assuming that the surgeon is highly
skilled in this technique [4]. We report a case of hydrone-
phrosis and hypertension, secondary to endometriosis
that was initially managed laparoscopically.
Case Report
A 37-year-old nulligravida woman came to our hospital
for the evaluation of mildly elevated blood pressure for
about 1 year. She had no symptoms of pelvic pain, dys-
menorrhea, or dyspareunia. Pelvic examination showed
that the cervix was deviated to the left with shortening
of the left parametrium, mimicking stage II-B cervical
cancer with parametrial involvement. However, the Pap
smear was normal. Renal ultrasound revealed left hydro-
nephrosis and a 4-cm pelvic cyst. An intravenous pye-
logram showed distal ureteral obstruction (Figure 1). 
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SUMMARY
Objectives: To present a case of hydronephrosis and hydroureter secondary to pelvic endometriosis and to 
discuss the pitfalls in laparoscopic management.
Case Report: A 37-year-old nulligravida woman had mild elevation of blood pressure for about 1 year without
abdominal pain, dyspareunia, or dysmenorrhea. Renal ultrasound revealed left hydronephrosis and a 4-cm 
pelvic cyst. Intravenous pyelogram showed distal ureteral obstruction. An MRI with fat saturation disclosed 
a left ovarian endometrioma and a lesion in the uterosacral ligament causing periureteral compression.
Laparoscopic findings included a dilated left ureter above the uterosacral ligament, left uterosacral ligament
endometriosis with adhesions, and a 4-cm left ovarian endometrioma. Cystoureteroscopy showed external
ureteral compression 2 cm above the ureteral orifice. A ureteral catheter was placed. The left endometrioma was
enucleated and ureterolysis was performed. The latter procedure had to be discontinued because of bleeding
from descending uterine vessels. The ureteral catheter was removed 2 months later and her blood pressure grad-
ually returned to normal. However, after 1 year, she was found to have recurrent hydronephrosis and underwent
segmental resection of the distal ureter and reconstruction by end-to-end reanastomosis.
Conclusion: In women of reproductive age, hydronephrosis and hypertension may be the only symptoms of
endometriosis. While laparoscopic treatment is useful in endometriosis, it may fail in the presence of chronic
inflammation and severe fibrosis. [Taiwanese J Obstet Gynecol 2006;45(2):142–145]
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■ SHORT COMMUNICATION ■
Coronal section T1-weighted magnetic resonance imag-
ing (MRI) with fat saturation after contrast medium
enhancement showed a left ovarian endometrioma and
left hydroureter (Figure 2). There was strong enhance-
ment in the left uterosacral ligament. An endometriotic
lesion was suspected of causing periureteral compres-
sion. Cystoureteroscopy showed external compression
2 cm above the ureteral orifice. There was no evidence of
disease within the urinary tract itself. A ureteral catheter
was inserted with mild difficulty.
During laparoscopy, the left ureter was dilated above
the uterosacral ligament to a diameter of 2 cm, and
there was a 4-cm left ovarian endometrioma (Figure 3).
The latter was not involved in the ureteral compres-
sion. The left uterosacral ligament had dense adhesions
which were separated by blunt dissection. The retroperi-
toneal space was opened above the ureter and uretero-
lysis was performed by blunt dissection using unipolar
scissors. The uterosacral ligament and a pararectal
space were identified. The ureter was pushed down-
ward and laterally. The uterine artery was also identified
to prevent injury during ureterolysis. Ureterolysis was
performed to a point below the uterine artery, but this
creation of a ureteral tunnel had to be stopped because
of injury to the descending uterine vessels. The bleeding
was stopped by bipolar electrocauterization. We also
enucleated the left endometrioma. The right ovary and
uterosacral ligament appeared normal.
Postoperatively, the patient was given hormonal
therapy with gestrinone for 6 months. The ureteral
catheter was removed 2 months postoperatively. Pelvic
examination revealed softening of the left parametrium
and her blood pressure gradually returned to normal.
However, 1 year later, renal ultrasound revealed recur-
rent hydronephrosis. She underwent laparotomy for
segmental ureteral resection and reanastomosis. The
pathology examination showed periureteral fibriotic
change. No recurrence of hydronephrosis was found
after 2 years of follow-up.
Discussion
Deep endometriosis is defined as lesions penetrating
surrounding tissue by 5 mm or more [5]. The intensity
of pelvic pain in endometriosis is associated with the
depth of penetration, rather than by how widespread
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Figure 1. Intravenous pyelogram showing left hydronephro-
sis and distal ureteral obstruction.
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Figure 2. Coronal section T1-weighted MRI with fat satura-
tion after contrast medium enhancement shows endometri-
oma (e), left hydroureter (arrow), and the uterus (u).
Figure 3. Laparoscopic view demonstrating a dilated ureter
(u) above the level of the uterosacral ligament (arrow),
which is infiltrated by endometriosis.
the lesions are [6]. However, in our patient, there was
no pelvic pain or dysmenorrhea. She came to medical
attention only because of a mildly elevated blood pres-
sure. The intensity of pelvic pain thus may not indicate
the severity of endometriosis in all patients.
Endometriosis involving the urinary tract is rela-
tively uncommon, occurring in only 1% of women with
the disease [7]. Davis and Schiff reported a case of
endometriosis with unilateral ureteral obstruction and
hypertension [8], initially presenting with pelvic and rec-
tal pain but no dyspareunia. Diagnosis of endometriosis
limited to the pelvis was made on laparoscopy. However,
the symptoms recurred after discontinuing danazol.
Hypertension was found 4 years later when the patient
complained of recurrent rectal pain. Moderate left
hydronephrosis was seen by intravenous pyelogram, 
5 years postoperatively, even though danazol was in
use at the time. Laparotomy was required to relieve the
left ureteral obstruction, after which the patient’s rectal
and/or pelvic pain did not recur.
In our case, hypertension and left hydronephrosis
were the initial findings in an asymptomatic patient.
Laparoscopic ureterolysis failed because of severe fibro-
tic adhesions. We believe that the initial improvement of
the hydronephrosis and blood pressure resulted from
the ureteral catheter inserted during cystoureteroscopy,
since hydronephrosis and hypertension recurred gradu-
ally after removal of the catheter. Even though the
patient was treated with gestrinone, the treatment was
unable to relieve the fibrotic changes secondary to her
deeply infiltrating endometriosis. Close monitoring of
her condition, particularly after the removal of the
ureteral catheter, may have allowed earlier intervention
for the hydronephrosis. Certainly, once it was discov-
ered, it was clear that laparotomy was required.
Ultrasound remains the most frequently used imag-
ing modality in the radiologic evaluation of patients
with suspected endometriosis [9]. However, MRI is very
useful for guiding laparoscopy, and fat-saturation MRI
is more accurate in the diagnosis of pelvic endometrio-
sis [10,11]. Our patient had irregular infiltration of 
the pelvic sidewall with strong enhancement, indicat-
ing peritoneal endometriosis, a finding confirmed at
laparoscopy.
Deeply penetrating endometriosis generally requires
surgery. Chapron and Dubuisson reported that laparo-
scopic surgery is efficacious for the treatment of deep
endometriosis [4]. However, they also cautioned that
retroperitoneal infiltration may substantially modify the
normal anatomic relationships and, hence, laparoscopy
must be performed with great care. The surgical tech-
nique is similar to laparoscopic radical hysterectomy
for cervical cancer. In our case, we created a pararectal
space to identify the uterosacral ligament, and the uter-
ine artery was also carefully identified to prevent injury.
However, we were unable to extend the ureterolysis
below the uterine artery because we encountered bleed-
ing from the descending uterine vessels. The patient’s
hydronephrosis probably recurred because of incom-
plete ureterolysis.
Medical treatment of endometriosis includes dana-
zol, progestins, and estrogen–progestin combinations.
There is no solid evidence, however, that hormonal ther-
apy has any effect on ureteral endometriosis, and there-
fore, surgery is still recommended in such cases [12,13].
In our patient, gestrinone did not prevent recurrence of
the hydronephrosis. Certainly if the ureteral compression
was a result of endometriosis-induced chronic inflam-
mation with resulting fibrosis, hormonal therapy would
not be expected to have any effect.
In conclusion, our case illustrates that even in the
absence of symptoms, deeply penetrating endometriosis
may seriously affect surrounding structures, in particular
the urinary tract. MRI may help to diagnose pelvic
endometriosis before surgery. While laparoscopy may be
adequate in the hands of a skilled operator, chronic
inflammation with fibrosis may not be amenable to this
less invasive technique. Laparotomy may be necessary.
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